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F 000 INITIAL COMMENTS F 000

| A COVID-19 Focused Infection Control Survey |
was conducted by the State Agency on November
[ 17, 2020 at Life Care Center of Old Hickory
Village. The facility was found to be in compliance |
with 42 CFR §483.80 infection control regulations |
and has implemented the CMS and Centers for |
Disease Control and Prevention (CDC)
recommended practices to prepare for |
| COVID-19. Total census 33. |
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E 000  Initial Comments E 000
A COVID-19 Focused Emergency Preparedness
| Survey was conducted on November 17, 2020 at
| Life care Center of Old Hickory Village. The
| facility was found to be in compliance with 42
CFR §483.73 related to E-0024 (b)(6).
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| A COVID-19 Focused Infection Control Survey |
was conducted by the State Agency on November‘ !
17, 2020 at Life Care Center of Old Hickory
‘ Village. No deficiencies were cited related to the :
COVID-19 Focused Infection Control Survey '
under Chapter 1200-8-6, Standards for Nursing |
Homes. I |
|
‘ .
|
i
|
|
|
|
|
‘ |
|
|
| |
Division of Health Care Facilities
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 8899 C10311

If continuation sheet 1 of 1




